
               

                                    
 
 
 
 
 
 
 

 

Comments to the Board - External 
Table of Contents 

April 16, 2015 Board Meeting 
 
 

 

FOR PUBLIC DISTRIBUTION 
 
Correspondence with Elected Officials 

 Letter from Senator Boxer and Senator Feinstein to Peter V. Lee 
 Letter from Health and Human Services Agency to Senator Murray 
 Letter from Peter V. Lee to Senator Boxer and Senator Feinstein 
 Letter to Senator Gaines from Peter V. Lee 
 Letter from Commissioner Jones to Covered California 

 
Correspondence with Stakeholders 

 Letter from Children Coverage and Health Initiatives, Children Now, United Way of 
California, PICO California, The Children’s Partnership and Children’s Defense 
Fund – California 

 Letter to Peter V. Lee from Consumer Watchdog 
 Letter from Peter V. Lee to Consumer Watchdog 
 Letter to Covered California from California Pan-Ethnic Health Network, Consumers 

Union, Health Access California, National Health Law Program, Project Inform  and 
Western Center on Law and Poverty.  

 
 

Issues Comments 
 N/A 

 
 
 
 
 









 

 

April 15, 2015 

 
The Honorable Dianne Feinstein  The Honorable Barbara Boxer 
United States Senate   United States Senate 
331 Hart Senate Office Building  112 Hart Senate Office Building 
Washington, DC 20510   Washington, DC 20510 
 
 
Dear Senators Feinstein and Boxer, 
  
Thank you for your letter regarding adding pregnancy as a qualifying life event for a 
special enrollment period outside of open enrollment season through Covered 
California. We appreciate the importance of this issue and welcome the opportunity to 
provide you with an update.   
 
In a recent letter to Senator Patty Murray, the Secretary of Health and Human Services 
(HHS) concluded that HHS does not have the legal authority to establish pregnancy as 
an exceptional circumstance.  Absent HHS guidelines, Covered California is unable to 
even consider making pregnancy a qualifying life event that would trigger a special 
enrollment period in the California Health Benefit Exchange.   
 
Moving forward, we will continue to stress the importance of making sure that all 
consumers, regardless of health status, understand the benefits of enrolling during the 
Open Enrollment period as well as the potential tax penalties for not having coverage 
through the year.   
 
Again, thank you for your continued support and leadership on Affordable Care Act 
implementation issues.  Please feel free to reach out to me if I can provide you with 
additional information on this issue. 
 
Sincerely, 

 

 
Peter V. Lee 
Executive Director 























	
  
	
  
March	
  23,	
  2015	
  
	
  
Peter	
  Lee,	
  Executive	
  Director	
  
Diana	
  Dooley,	
  Chair	
  
Members	
  of	
  the	
  Board	
  
California	
  Health	
  Benefit	
  Exchange	
  Board	
  
	
  
RE:	
  Serving	
  the	
  Needs	
  of	
  Children	
  in	
  Covered	
  California	
  	
  
	
  
Dear	
  Mr.	
  Lee,	
  Chairwoman	
  Dooley,	
  and	
  Members	
  of	
  the	
  Board:	
  
	
  
Since	
  Covered	
  California	
  was	
  first	
  established,	
  our	
  California	
  Children’s	
  Health	
  Coverage	
  Coalition	
  has	
  
consistently	
  advocated	
  for	
  policies	
  and	
  procedures	
  that	
  ensure	
  the	
  needs	
  of	
  children	
  enrolled	
  in	
  
Covered	
  California	
  plans	
  are	
  met	
  and	
  they	
  are	
  able	
  to	
  access	
  the	
  health	
  care	
  they	
  need.	
  As	
  Covered	
  
California	
  continues	
  to	
  implement	
  its	
  second	
  year	
  of	
  enrollment,	
  we	
  appreciate	
  this	
  opportunity	
  to	
  
stress	
  the	
  importance	
  of	
  examining	
  the	
  enrollment	
  and	
  access	
  experiences	
  of	
  children	
  and	
  their	
  families.	
  
Although	
  children	
  comprise	
  less	
  than	
  six	
  percent	
  of	
  the	
  Covered	
  California	
  population,	
  it	
  is	
  important	
  
that	
  the	
  California	
  Health	
  Benefit	
  Exchange	
  Board	
  has	
  the	
  necessary	
  information	
  to	
  understand	
  how	
  
children	
  are	
  served	
  by	
  the	
  Exchange.	
  	
  
	
  
In	
  follow-­‐up	
  to	
  a	
  meeting	
  our	
  coalition	
  had	
  with	
  Covered	
  California	
  staff	
  nearly	
  a	
  year	
  ago,	
  we	
  again	
  ask	
  
for	
  more	
  detailed	
  data	
  and	
  monitoring	
  related	
  to	
  children.	
  In	
  our	
  view,	
  enhanced	
  data	
  is	
  needed	
  to	
  
ensure	
  that	
  Covered	
  California	
  and	
  its	
  contracted	
  Qualified	
  Health	
  Plans	
  are	
  meeting	
  the	
  needs	
  of	
  
children	
  and	
  delivering	
  quality	
  care	
  that	
  improves	
  health	
  outcomes	
  for	
  kids.	
  
	
  
DATA	
  	
  
At	
  our	
  coalition’s	
  May	
  2014	
  meeting	
  with	
  staff,	
  we	
  discussed	
  the	
  need	
  to	
  know	
  not	
  only	
  how	
  many	
  
individuals	
  under	
  age	
  18	
  are	
  receiving	
  coverage	
  through	
  Covered	
  California,	
  but	
  a	
  further	
  age	
  
breakdown	
  (for	
  example:	
  	
  0-­‐3	
  years,	
  4-­‐	
  12	
  years,	
  12-­‐18	
  years).	
  Additionally,	
  we	
  expressed	
  an	
  interest	
  in	
  
knowing	
  the	
  distribution	
  of	
  Covered	
  California	
  child	
  enrollees	
  by	
  plan,	
  by	
  geographic	
  area	
  of	
  residence,	
  
and	
  by	
  receipt	
  of	
  subsidies.	
  And	
  in	
  the	
  spirit	
  of	
  moving	
  forward	
  with	
  the	
  Board’s	
  oft	
  expressed	
  desire	
  to	
  
assess	
  the	
  “quality”	
  of	
  the	
  enrollee’s	
  experience,	
  we	
  remain	
  interested	
  in	
  knowing	
  how	
  Covered	
  
California	
  plans	
  to	
  survey	
  families’	
  enrollment,	
  plan	
  utilization,	
  and	
  experiences.	
  	
  We	
  are	
  especially	
  
interested	
  in	
  more	
  information	
  regarding	
  the	
  number	
  and	
  experiences	
  of	
  “mixed-­‐program”	
  families-­‐	
  
that	
  is,	
  members	
  who	
  transition	
  in	
  and	
  out	
  of	
  or	
  between	
  coverage	
  programs,	
  or	
  are	
  served	
  in	
  two	
  
programs	
  such	
  as	
  Medi-­‐Cal	
  and	
  Covered	
  California.	
  We	
  hope	
  to	
  have	
  an	
  opportunity	
  in	
  the	
  next	
  few	
  
months	
  to	
  contribute	
  to	
  the	
  dialog	
  about	
  how	
  to	
  measure	
  not	
  only	
  the	
  ease	
  of	
  the	
  consumer	
  enrollment	
  



experience,	
  but	
  also	
  how	
  enrolled	
  children	
  are	
  using	
  their	
  coverage,	
  accessing	
  needed	
  providers	
  in	
  a	
  
timely	
  way.	
  	
  
	
  
We	
  have	
  also	
  indicated	
  a	
  need	
  to	
  review	
  and	
  understand	
  the	
  dependent	
  data	
  from	
  the	
  SHOP	
  particular	
  
to	
  children,	
  since	
  many	
  children	
  have	
  traditionally	
  received	
  their	
  coverage	
  through	
  employer-­‐sponsored	
  
insurance.	
  	
  For	
  example,	
  it	
  would	
  be	
  valuable	
  to	
  have	
  more	
  complete	
  information	
  about	
  dental	
  coverage	
  
selection	
  by	
  SHOP	
  dependents.	
  It	
  was	
  discouraging	
  to	
  recently	
  learn	
  that	
  fewer	
  than	
  5	
  %	
  of	
  SHOP	
  
dependents	
  had	
  dental	
  coverage.	
  As	
  you	
  are	
  aware,	
  we	
  have	
  suggested	
  that	
  enrollee	
  education	
  about	
  
the	
  availability	
  of	
  dental	
  coverage	
  is	
  needed	
  in	
  order	
  to	
  ensure	
  maximum	
  utilization;	
  perhaps	
  that	
  
outreach	
  should	
  be	
  extended	
  to	
  SHOP	
  enrollees,	
  as	
  well.	
  Additionally,	
  we	
  want	
  to	
  ensure	
  that	
  the	
  SHOP	
  
employee	
  application	
  continues	
  to	
  allow	
  SHOP	
  employees	
  to	
  indicate	
  if	
  they	
  have	
  dependents	
  needing	
  
coverage.	
  Further,	
  we	
  would	
  appreciate	
  an	
  update	
  on	
  how	
  many	
  SHOP	
  employees	
  checked	
  that	
  box,	
  
and	
  the	
  results	
  of	
  Covered	
  California	
  staff	
  follow-­‐up.	
  
	
  
MONITORING	
  
It	
  has	
  been	
  noted	
  that	
  some	
  plans	
  offered	
  by	
  Covered	
  California	
  may	
  have	
  narrow	
  provider	
  networks	
  
that	
  may	
  inhibit	
  a	
  child	
  from	
  seeing	
  an	
  appropriate	
  provider	
  or	
  specialist	
  in	
  a	
  timely	
  manner.	
  Access	
  to	
  
pediatric	
  and	
  child-­‐serving	
  providers	
  is	
  particularly	
  critical	
  for	
  children,	
  for	
  whom	
  preventive	
  care	
  
services,	
  immunizations,	
  and	
  regular	
  and	
  timely	
  developmental	
  and	
  behavioral	
  health	
  screenings	
  can	
  
significantly	
  shape	
  their	
  future	
  health.	
  
	
  
We	
  wholeheartedly	
  agree	
  with	
  the	
  Executive	
  Director’s	
  the	
  March	
  5,	
  2015	
  report	
  that	
  highlighted	
  the	
  
Board’s	
  “pillars	
  of	
  strategy”	
  priorities.	
  We	
  agree	
  it	
  is	
  important	
  to	
  prioritize	
  access	
  to	
  needed	
  care	
  and	
  to	
  
ensure	
  that	
  “consumers	
  receive	
  the	
  right	
  care	
  at	
  the	
  right	
  time.”	
  	
  	
  We	
  strongly	
  encourage	
  your	
  efforts	
  to	
  
monitor	
  and	
  assess	
  plan	
  utilization,	
  so	
  that	
  we	
  know	
  if	
  the	
  fundamental	
  and	
  particular	
  health	
  care	
  needs	
  
of	
  children	
  are	
  being	
  met	
  and	
  they	
  are	
  able	
  to	
  access	
  the	
  full	
  range	
  of	
  health	
  care	
  benefits	
  and	
  services.	
  
As	
  Covered	
  California	
  determines	
  the	
  processes	
  for	
  monitoring	
  enrollee	
  access	
  and	
  utilization,	
  and	
  
establishes	
  quality	
  measures,	
  we	
  ask	
  that	
  special	
  consideration	
  be	
  given	
  for	
  children	
  within	
  any	
  special	
  
health	
  care	
  needs.	
  	
  As	
  an	
  “active	
  purchaser”,	
  Covered	
  California	
  has	
  a	
  responsibility	
  to	
  ensure	
  that	
  its	
  
plans	
  provide	
  children	
  with	
  access	
  to	
  high	
  quality	
  care.	
  	
  	
  

Certainly,	
  the	
  success	
  of	
  Covered	
  California	
  will	
  not	
  rest	
  simply	
  on	
  the	
  number	
  of	
  enrolled	
  individuals,	
  
but	
  rather	
  on	
  a	
  demonstration	
  of	
  improved	
  health	
  outcomes,	
  and	
  greater	
  well-­‐being	
  of	
  California’s	
  
families.	
  	
  
	
  
It	
  is	
  exciting	
  to	
  have	
  reached	
  such	
  impressive	
  enrollment	
  numbers	
  in	
  Covered	
  California;	
  however,	
  it	
  is	
  
now	
  time	
  to	
  be	
  confident	
  that	
  Covered	
  California	
  coverage	
  translates	
  into	
  care.	
  Because	
  the	
  health	
  of	
  
California’s	
  children	
  is	
  so	
  important,	
  we	
  anticipate	
  requesting	
  a	
  follow-­‐up	
  meeting	
  with	
  Covered	
  
California	
  staff	
  to	
  further	
  pursue	
  these	
  important	
  data	
  and	
  monitoring	
  matters	
  on	
  behalf	
  of	
  children	
  in	
  
Covered	
  California	
  plans.	
  
	
  



We	
  appreciate	
  the	
  attention	
  given	
  to	
  Covered	
  California’s	
  youngest	
  enrollees	
  and	
  look	
  forward	
  to	
  
continuing	
  our	
  work	
  together.	
  If	
  you	
  wish	
  to	
  discuss	
  further,	
  please	
  feel	
  free	
  to	
  contact	
  Kathryn	
  Dresslar	
  
at	
  The	
  Children’s	
  Partnership	
  at	
  310-­‐260-­‐1220	
  or	
  kdresslar@childrenspartnership.org.	
  
	
  
Sincerely,	
  

	
  
	
  
cc:	
   David	
  Panush,	
  External	
  Affairs	
  Director	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Katie	
  Ravel,	
  Program	
  Policy	
  Director	
  

Ted	
  Lempert	
   Corey	
  Timpson	
   Anna	
  Hasselblad	
  
President	
   Director	
   Interim	
  Executive	
  Director	
  
Children	
  Now	
  	
   PICO	
  California	
   California	
  Coverage	
  &	
  Health	
  Initiatives	
  

Wendy	
  Lazarus	
   Peter	
  Manzo	
   Alex	
  Johnson	
  
Founder	
  and	
  Co-­‐President	
   President	
  &	
  CEO	
   Executive	
  Director	
  
The	
  Children’s	
  Partnership	
   United	
  Ways	
  of	
  California	
   Children’s	
  Defense	
  Fund	
  –	
  California	
  



 

 

January 27, 2015 
 
Peter Lee 
Executive Director 
Covered California 
1601 Exposition Blvd. 
Sacramento, CA   95815 
 
 
Dear Mr. Lee: 
 
You may have read the disturbing reports over the past week of personal information – including 
the age, income, pregnancy status, tobacco use and ZIP code of consumers applying for health 
insurance coverage – being disclosed to third party vendors at Healthcare.gov. The Associated 
Press identified at least 50 third parties collecting and gathering information in some capacity 
from the website. HHS has announced some improvements to security at Healthcare.gov, 
however more steps are necessary to safeguard consumers’ privacy. 
 
We are concerned that the same security failures and unnecessary sharing of consumers’ private 
information with third party vendors may be occurring at CoveredCa.gov. It is particularly 
important during these last few weeks of open enrollment that consumers be comfortable with 
the privacy safeguards in place.  
 
It is not enough to use generic terms like “website functionality” to describe how you share 
information with third parties. In order to assure consumers that their private health information 
will be protected if they apply for health coverage through the exchange, we ask that you 
disclose the following: 
 

• How many, and which, third-party companies are operating on CoveredCa.gov? 
• What information are those third-party companies collecting, and for what purpose? 
• Does CoveredCa.gov have security loopholes like those at Healthcare.gov that allowed 

third-party companies to obtain personal information like pregnancy, smoking status and 
ZIP Code submitted by consumers when applying for health insurance? 

• Does Covered California honor do not track requests from consumers’ web browsers? 
 
A second area of concern is data collected by Covered California and used or shared for purposes 
other than providing health insurance to consumers. For example, your privacy policy states that 
you can share consumer information for purposes of research or public health, and suggests that 
you may use it for fundraising purposes. We ask that you further disclose: 
 

• What type of information could be shared for research, public health, or fundraising 
purposes? 

• What are examples of each of these purposes? 



• Does Covered California ever give personally identifiable information, or information 
that could be easily re-identified, to third parties in these cases? 

• What type of information does Covered California collect that is not provided directly by 
the consumer? For example, what information does Covered California collect from 
health insurance companies? Does such information get aggregated with data provided by 
individual consumers, and for what purposes? 

 
Considering the public outcry when it was revealed that Covered California shared consumer 
information with insurance brokers without disclosure in 2013, you should understand better 
than most Californians’ deep sensitivity to privacy concerns. Detail beyond your privacy policy 
of how consumers’ private health information is collected, shared and used by Covered 
California is needed to ensure the hundreds of thousands of consumers that will visit 
CoveredCa.gov before the February 15 enrollment deadline that their privacy will be protected. 
 
I look forward to your response. 
 
Sincerely, 

 
Carmen Balber 









 
 

 
 

 
 
 
 
 

 
 
April 14, 2015 
 
Diana Dooley, Chair 
Peter Lee, Executive Director 
 
Covered California 
1601 Exposition Blvd. 
Sacramento, CA 95815 
 
Re: Staff Recommendation on Cost Sharing for Prescription Drugs 
 
Dear Ms. Dooley and Mr. Lee, 
 
Our organizations write to offer comment on the staff recommendation on cost 
sharing for prescription drugs for the 2016 benefit year. 
 
While the Board action requiring transparency of formularies and the placement of 
some high cost drugs on lower benefit tiers offer improvements for consumers, 
consumers need protection on cost sharing for prescription drugs. Today, because of 
the co-insurance for the top tier of drug coverage, some consumers pay as much as 
$6,250 for a single month’s prescription for a single drug.  
 
Almost 90% of the enrollment of Covered California is below 400% FPL, $48,000 for 
a single individual or $97,000 for a family of four. Asking Californians living on such 
modest incomes to spend over $6,000 for a single prescription is unrealistic and 
inhumane. There is an ample body of peer-reviewed literature on medication 
adherence that confirms what common sense suggests: people will not fill the 
prescription, will skip doses, cut pills in half or otherwise fail to take their prescriptions 
as prescribed.  
 
Support Maximum Cap on Prescription Drug Cost Sharing, But at Lower Level 
 
Our organizations support imposing a cap on co-insurance prescription drug cost 
sharing. We appreciate that for some consumers, such as those with HIV/AIDS or 



other conditions where specialty drugs cost a few thousand dollars, co-insurance of 
20% would amount to $200-$1,000.  
 
However, we have very serious concerns about the maximum caps proposed by 
staff. These maximum caps are $500 for most standard benefit designs and $200 for 
the lower cost sharing reduction products, Silver 87 and Silver 94, available to 
consumers with incomes 100%FPL-200%FPL.   
 
Covered California Enrollees: Moderate Income, Modest Resources 
 
A recent national report1 found that consumers making 100%FPL-250%FPL have 
median liquid assets of $326 and consumers making 251%FPL-400%FPL have 
median liquid assets of $2,089. A cap of $200 means that we are asking people living 
on 100%FPL-200%FPL to spend all of their liquid assets in two months. A cap of 
$500 means that we are asking moderate income consumers to spend their liquid 
assets in four months.  
 
Many of the consumers affected, such as those with lupus, multiple sclerosis, 
HIV/AIDS, and other conditions not only take multiple medications but take them for 
years, not a few weeks or months. Such consumers have other health care costs, 
such as doctor visits and lab tests to monitor their condition. Having a major illness 
should not impoverish people, particularly if they bought health insurance.  
 
Negligible Impact of Caps on Premiums and Actuarial Value for 2016 
 
For 2016, the proposed caps have negligible impact on premiums or actuarial values. 
The staff recommendation reflects caution about the out-year impacts for future 
years, not the impacts for 2016. This caution about out-year impacts reflects the 
possible emergence of other very high cost drugs to treat other conditions.  
 
Lower Caps Appropriate for Covered California Enrollment 
 
Our organizations support maximum caps on prescription cost sharing but at a lower 
level than that proposed by staff.  We propose caps of $100 for those on cost sharing 
reduction products (who live on $1,000-$2,000 a month for a single individual) and 
caps of $200 per 30-day prescription for those above those income levels, with 
corresponding adjustments for Platinum tier products. 
 
Monitoring of Medication Adherence 
 
Whatever cap the Board approves, we also ask that the Qualified Health Plan 
contracts be amended to require monitoring of medication usage for specialty drugs, 
broken out by major condition and done separately for the lowest income consumers 
and those of more moderate incomes. We urge that you track adherence on two key 

                                            
1 Claxton et al, Consumer Assets and Patient Cost Sharing, March, 2015, http://kff.org/health-
costs/issue-brief/consumer-assets-and-patient-cost-sharing/  

http://kff.org/health-costs/issue-brief/consumer-assets-and-patient-cost-sharing/
http://kff.org/health-costs/issue-brief/consumer-assets-and-patient-cost-sharing/


variables, both whether patients that start a prescribed regimen continue to adhere to 
it and also whether prescriptions are actually filled and thus the recommended care is 
actually commenced. Tracking both is necessary to determine whether high cost 
sharing is deterring consumers from getting the care they need.  
 
High cost drugs vary from $1,000 to $5,000 in cost to the plan with only a few super-
high cost drugs costing $40,000 or more. The needs of consumers also vary 
depending on the standard of care for their condition. The literature we have 
reviewed indicates that consumer cost sharing above $200 or $250 per prescription 
results in lack of adherence to medication regimens but there is some variation by 
condition.  
 
Summary  
 
Our organizations support the concept of a cap on co-insurance for prescription 
drugs. We ask that the cap be a lower amount, $100 for those who make 100%FPL-
200%FPL and $200 for those who make more (with corresponding adjustments for 
Platinum products). We ask that whatever caps are approved, the plan contracts be 
amended to require monitoring of medication usage to determine whether consumers 
are discouraged by high cost sharing from taking the medications they need. 
 
Sincerely, 
 
 
California Pan-Ethnic Health Network 
Consumers Union 
Health Access  
National Health Law Program 
Project Inform 
Western Center on Law & Poverty 




